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INTRODUCTION

26
Regular exercise brings a vast array of health benefits for patients with type 1 diabetes (1). 27 However, managing diabetes, whilst integrating exercise into the lives of patients, is both 28 complex and challenging. A heightened risk of exercise-induced and iatrogenic 29 hypoglycemia (i.e. a fall in blood glucose concentrations below the normal physiological 30 range) (2), often results in over-consumption of carbohydrate (3) , and ultimately excessive 31 energy intake (4) as a preventative measure. This may negate the benefits exercise offers for 32 weight management and body composition, and could potentially contribute to a deterioration 33 in wider diabetes management (5). 34 35 Research has shown that insufficient exercise and excessive energy intake can confer 36 detrimental long-term implications for glycemic control and cardiovascular risk in patients (6, 37 7). Conversely, elevating energy expenditure through regularly exercising, and thus inducing 38 a negative energy balance could be advantageous to glycemic control; reduced energy and 39 carbohydrate intake may assist in the prevention of adiposity accumulation and the associated 40 insulin resistance which occurs following diagnosis of type 1 diabetes (8) . However, even in 41 people without diabetes there is a risk of over-compensation of energy intake in response to Page 4 exercise, compared with high GI carbohydrates (HGI) (12) (13) (14) . This is important, as patients 51 with type 1 diabetes are faced with particular difficulty in normalizing glycemia around the 52 time of exercise and more so following exercise (15) . Repeated exposure to severe glycemic 53 variability on a regular basis may be detrimental to diabetes management (5, 16) . However, 54 the impact of food composition on appetite in type 1 diabetes is less well understood. 55 
56
In people without type 1 diabetes, diets that contain LGI carbohydrates are associated with 57 reductions in appetite (17) , however this may not be the case when fiber content is matched 58 (18) . The acute impact of glycemic index on appetite in a healthy population may be largely 59 driven by insulinemia rather than glycemia, as postprandial insulin concentrations are 60 inversely related to hunger, whereas postprandial glycemia is not (19) , and gastrointestinal 61 incretins may also play a role (20) (21) (22) over the post-meal period compared to the average change under LGI (HGI +6.6 ± 0.9 vs.
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LGI +1.7 ± 0.4 mmol.l -1 , p < 0.001). As such, patients under HGI were, on average, We have previously demonstrated that with fiber-matched meals, a higher glycemic response 303 is associated with greater postprandial feelings of fullness in a non-diabetic population (18) . 
